PURPOSE Communication has been researched either as a set of behaviors or as a facet of the patient-physician relationship, often leading to confl icting results. To determine the relationship between these perspectives, we examined shared decision making (SDM) and the subjective experience of partnership for patients and physicians in primary care.
INTRODUCTION
C ommunication in medical encounters has been conceptualized from at least 2 different perspectives. 1 Through one lens, communication consists of a set of skills and behaviors that can be directly observed, delineated, and taught. Through a different lens, communication refl ects the perceptions patients and physicians have of their relationship, best understood by gaining insight into the subjective experiences of the participants. Researchers have traditionally used one or the other lens to examine patient-physician interactions, often leading to confl icting results. patients and physicians making decisions after openly exchanging information, exploring beliefs, and reaching explicit closure. [2] [3] [4] [5] [6] [7] Advocates of SDM believe it provides patients and physicians a better experience of the medical encounter than does either a paternalistic (physician-directed) or a consumerist (patientdirected) decision-making style. 8 Some studies show SDM enhances patient satisfaction, improves patient adherence to medications, and results in better health outcomes. [9] [10] [11] [12] [13] [14] [15] But research on the experience of SDM remains limited, and what literature exists reveals inconsistent fi ndings.
Golin et al 16 found patients were more satisfi ed with care when they believed their physicians facilitated their participation in diabetes care decisions. Yet, Mead et al 17 found general practitioners' patient-centered behaviors, including elements of SDM, did not predict patients' satisfaction or self-effi cacy. Evaluation of an intervention to train practitioners in SDM techniques found that although training altered physicians' communication behavior, it had little effect on patients' satisfaction or sense of involvement in treatment decisions. 18 A recent study found that white and African American patients rated the participatory style of their physician higher in racially concordant visits; however, objective measures of patient-centered verbal behavior did not differ signifi cantly between racially concordant and discordant visits. 19 Understanding the relationship between communication skills, such as SDM, and subjective experience may require new research strategies. Zoppi and Epstein 1 suggest that to better understand patient-physician communication, investigators should observe communication behaviors and concurrently gather participants' subjective experiences of the interaction. Agreeing with this perspective on the state of SDM and communication research, [1] [2] [3] [4] [5] [6] [7] [8] [9] [10] [11] [12] [13] [14] [15] [16] [17] [18] [19] we used a mixed methods design, 20 combining direct observation of primary care visits with a technique for capturing subjective experience to determine (1) how the communication behavior of SDM is related to patients' and physicians' subjective experience of partnership and (2) whether the combination of direct observation and experiential research yields novel insights into communication. Primary care visits, with their focus on complex decision making and long-term relationships, provide a rich opportunity for exploring these questions. We examined decision making among a population of low-income, predominantly minority patients, recognizing that the theoretical benefi ts of SDM take on additional importance in disadvantaged populations, who often report less trust, lower satisfaction, and less participation in medical encounters.
21

METHODS
Study Design
From July 2002 to November 2003, we videotaped primary care visits and developed a structured instrument to assess observable aspects of patient-physician decision making. We used the same videotapes to explore the subjective experience of partnership of patients and physicians using stimulated recall.22-25 Stimulated recall uses prompts from the videotaped visit to elicit participants' subjective experience of an interaction, in a guided interview. We coded transcripts of the stimulated recall sessions for themes and the subjective experience of partnership for each decision. Finally, we combined the results from the coded clinical visits and stimulated recall sessions to generate a 2 ϫ 2 matrix of patient-physician decision making and explored the implications of the resulting 4 archetypes.
Participants and Procedures
We recruited a convenience sample of experienced primary care physicians from 3 practices affi liated with a San Francisco public teaching hospital. Physicians were invited at faculty meetings to participate in a study on "communication in primary care visits." Volunteer physicians reviewed their patient lists for upcoming clinic sessions and identifi ed their patients meeting eligibility criteria: (1) a diagnosis of diabetes, hypertension, or both (to enhance the likelihood a visit included clinical decisions); (2) English speaking, or Spanish speaking with a physician who spoke Spanish; and (3) at least 2 previous visits with the physician. We recruited patients in the waiting room (excluding only those who appeared to the research staff to be acutely ill, intoxicated, or psychotic). Using a stratifi ed design to ensure racial/ethnic diversity, we recruited at least 3 patients from each of following racial/ethnic groups: African American, Asian, Latino, and white. We determined our sample size based on reaching theoretical saturation. All procedures were approved by the University of California, San Francisco, Institutional Review Board.
After obtaining informed consent and before the visit, we collected demographic information from patients and physicians using a questionnaire. We then videotaped the visits, and patients and physicians independently viewed the videotapes within 2 weeks in a stimulated recall session with a trained facilitator. Stimulated recall uses cues from a recorded interaction to stimulate the recall of underlying thought processes, feelings, or perceptions associated with particular events in the interaction. [22] [23] [24] [25] Facilitators instructed participants to stop the videotaped visit whenever they identifi ed thoughts, feelings, and behaviors related to the decision-making process. We developed a semistructured interview guide based on the traditional SHARED DECISION MAKING AND PARTNERSHIP stimulated recall method [23] [24] [25] and the literature on SDM. 6, 7, [26] [27] [28] [29] Facilitators probed both global relationship issues and specifi c decision moments, stopping the tape when appropriate. After the fi rst 5 stimulated recall sessions with both physicians and patients, we reviewed this interview guide and decided to continue using it without modifi cation. Four coinvestigators (GWS, AF, DS, STW) facilitated the stimulated recall sessions, following the same protocol and conducting them in either English or Spanish. The 3 Spanish interviews were conducted by a bilingual Latina investigator (AF). Stimulated recall sessions were videotaped.
Visits and stimulated recall sessions were transcribed and translated, if necessary, by a bilingual research associate. A second bilingual researcher compared transcripts with the original videotapes to ensure translation accuracy. Three visits and stimulated recall sessions required translation.
Analysis
Our unit of analysis was the decision moment, defi ned as a meaningful, observable event in the encounter that contained an implicit or explicit choice of action for the present or future (eg, "I think we should increase your blood pressure medication."). To analyze the data, the research team formed 2 coding groups, 1 for visits and 1 for stimulated recall sessions; the fi ndings emerged through consensus within each group. Neither group discussed its fi ndings with the other until they had completed the coding for each visit. We used NVivo 2.0 software 30 to store, organize, and retrieve data.
Coding Communication Behavior
On the basis of the work of Elwyn et al 3, 26, 27 and Braddock et al, 28, 29 we identifi ed 3 domains of behaviors common to the SDM process: (1) exchanging feelings and beliefs; (2) exchanging information about the disease, its diagnosis, and its treatment; and (3) reaching closure. We developed a coding framework for SDM consisting of 5 communication behavior categories: (1) offering beliefs, (2) eliciting beliefs, (3) offering information, (4) eliciting information, and (5) reaching closure (The coding instrument for direct observation of visits can be found in Supplemental Appendix 1, available online-only at http://www.annfammed. org/cgi/content/full/4/1/54/DC1). One point was assigned for the presence of each behavior on the part of the patient and the physician, regardless of how many times it occurred (eg, offering beliefs several times), resulting in scores ranging from 0 to 10. At least 2 team members independently coded the encounter, resolving the few scoring disagreements (less than 15% of encounters coded) by consensus. We categorized decision moments that received at least 6 points, 1 of which included closure of the decision by the patient, as indicating the presence of SDM. Because prior studies on communication have suggested that the power dynamics implicit in the patient-physician relationship may make the outcome of a decision-making dialogue diffi cult to infer, [2] [3] [4] [5] [6] [7] we required that for SDM to be coded through direct observation as present, the patient needed to provide explicit closure. To ensure that the choice of 6 points as indicating SDM did not skew the analysis, we performed a sensitivity analysis using different cutoff points to identify the change in decision moments considered SDM.
Capturing Subjective Experience
We used a consensus process to classify the patient' s and physician' s description of each decision moment as refl ecting either a subjectively positive (collaborative) or a subjectively negative (noncollaborative) experience of partnering. An example of a negative experience is the acknowledgment in the stimulated recall of withholding important information during the clinic visit (eg, "I did not tell the doctor I was not taking the medicine," or "I am frustrated with this patient, but have not told him."). If either participant described the experience of a decision moment in negative terms, we classifi ed the decision moment as noncollaborative.
Team members represented different disciplines (medicine, nursing, psychology, and sociology) and had had graduate training in cross-cultural communication. Each member individually reviewed data from the stimulated recall sessions and identifi ed themes using grounded theory. 31 We conducted the thematic analysis through an iterative consensus process as a group, using triangulation techniques to validate the key fi ndings. [32] [33] [34] [35] [36] Combining the Objective and Subjective Data Sets After coding visits and stimulated recall sessions, the data from direct observation (ie, objective data set), with each decision moment categorized as SDM present or absent, were combined with the data from the stimulated recall sessions (ie, subjective data set), with sessions categorized as negative or positive. This process created a 2 ϫ 2 matrix consisting of 4 archetypes of engagement in decision making ( Figure 1 ).
RESULTS
Ten physicians volunteered to participate; each had a minimum of 1 and a maximum of 3 visits included in the study. Forty of 43 patients approached for recruitment were eligible to participate; of these patients, 17 declined. Of the remaining 23 patients, 22 had their clinic visits videotaped; 18 patients completed their stimulated recall sessions and constituted our study SHARED DECISION MAKING AND PARTNERSHIP population. Table 1 shows the characteristics of the patients, the physicians, and their relationship.
Analysis revealed 125 decision moments, with a mean of 7 decision moments per visit (range, 3-11). Table 2 displays the content of these decision moments and the distribution of SDM scores. Decisions often concerned medication (33%) or self-management and lifestyle modifi cations (22%). One half of the decision moments had an SDM score of 6 or greater. Eighty-two (66%) of the decision moments were commented on by participants in the stimulated recall sessions and therefore were available for the analysis that combined both direct observation and stimulated recall scores.
Combining the direct observation and stimulated recall analyses revealed 4 archetypes of engagement in decision making that we labeled as follows: (1) full engagement (SDM present, subjective experience positive), (2) simulated engagement (SDM present, subjective experience negative), (3) assumed engagement (SDM absent, subjective experience positive), and (4) nonengagement (SDM absent, subjective experience negative). These labels are not meant to imply a value judgment; rather, they denote the conceptual alignment of 2 dimensions of patient-physician communication: SDM behavior and participants' subjective experience. Figure 1 presents the distribution among archetypes of the 82 decision moments available for the combined analysis. Each archetype was represented by at least 19% of the decision moments. When the cutoff point for the presence of SDM was raised to 7/10, the distribution across archetypes changed minimally-full engagement, 18%; simulated engagement, 28%; assumed engagement, 24%; nonengagement, 30%. When the cutoff point was lowered to 5/10, the distribution changed more substantially-to 31%, 41%, 12%, and 16%, respectively. A second sensitivity analysis was conducted to determine whether physician behaviors dominated the SDM scores; only 3 out of 49 decision moments scored as SDM present did not have at least 3 component behaviors contributed by patients.
In 47 decision moments, at least 1 of the participants reported a negative experience (Table 1) . Both patients and physicians reported their experience as negative in 8 of these decision moments, while in 25, physicians alone experienced the moment as negative, and in 14, patients alone experienced the moment as negative. Table 3 displays the distribution of the archetypes within visits.
Archetypes of Engagement in Decision Making
Below we provide examples of the 4 archetypes and dominant themes. Additional examples are shown in Table 4 , and additional illustrative quotes are provided in Supplemental Appendix 2, available online-only at http://www.annfammed.org/cgi/content/full/ 4/1/54/DC1.
Full Engagement
Thematic analysis revealed physicians and patients in full engagement decision moments (1) felt listened to and understood, (2) trusted each other, (3) expressed differences of opinion, (4) negotiated decisions, and (5) agreed to disagree. In a decision moment involving diagnostic testing options (stress test or catheterization) for a patient with worsening angina, the discussion scored 10/10 for SDM. Stimulated recall revealed both participants experienced the decision making as positive.
Patient: "I asked her for her opinion; she' s the doctor. That' s what she decided. Or that' s what we decided." 
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Physician: "I gave her some space; I think if she had any strong thoughts against catheterization, she would have said it" [Visit 20].
Simulated Engagement
Analysis revealed a number of themes in simulated engagement decision moments. Participants (1) did not disclose relevant clinical information, (2) tended not to display emotional reactions, (3) made assumptions, without checking their accuracy, about what the other person thought or how he/she would act if told the truth, and (4) feared negative judgment and being disrespected. In a decision moment about changing a patient' s antihypertensive medication, a considerable exchange of information occurred, scoring 9/10 on SDM, including apparent closure. But while the physician reported the decision moment as positive, the patient reported it as negative. In this instance, the patient did not tell the physician how he felt about the care received.
Patient: "He isn't doing anything for me. I've been swollen up like this [in my legs] for almost a year; he hasn't done anything. He doesn't even look at it. He either doesn't get it or doesn't care." 
Assumed Engagement
Thematic analysis of assumed engagement decision moments revealed that participants (1) frequently made assumptions about each other' s understanding of the situation and why the other acted in a certain way, (2) did not check the accuracy of these assumptions, and (3) were confi dent they were "on the same wavelength." In one visit, during a discussion about the appropriate insulin dose, the SDM score was 5/10, A decision moment that focused on adherence to dietary restrictions for a diabetic patient had low SDM (score = 4/10), and both partners had a negative experience. The patient's stimulated recall revealed that he did not disclose relevant clinical information and believed his views would be discounted by his physician. The physician's stimulated recall revealed his feeling of hopelessness in providing care [Visit 8].
Patient: (commenting on the physician's instruction not to eat fl an and to throw out unwanted desserts) "Back in the Philippines, my parents said not to waste food and throw it away. I have relatives who are physicians who tell me not to worry too much about my diet. They know it's hard to have diabetes and say it's okay to have a beer, a light beer, and relax. I know my doctor is concerned about my health, so I don't tell him. You want to enjoy your life. If I tell him, he will just tell me what will happen to my body."
Physician: "He's never been adherent to a diabetic diet, and here he is obviously blatant about not being adherent. I was trying to plant a seed, but I have some frustration and a sense of almost futility with this patient." SDM = shared decision making.
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yet both the patient and physician had a positive experience. Patient: "If I don't understand or didn't want to do it, I could call her; I can talk to her about anything."
Physician: "If she didn't understand what I wanted her to do, she would clarify it … to make sure if she wasn't following it" [Visit 15].
Nonengagement
Thematic analysis of nonengagement decision moments revealed that (1) participants neither disclosed relevant clinical information nor expressed strong negative feelings, (2) patients feared negative judgments or consequences of disclosure, (3) patients felt disrespected or discounted, and (4) participants held a mutual distrust and sense of hopelessness. In a discussion about a patient' s adherence to blood pressure medication, the SDM score was 2/10; the patient found the experience negative and the physician found it positive. The stimulated recall sessions revealed that the patient had not disclosed relevant clinical information because of fears of negative judgment by the physician. The physician perceived a trusting relationship.
Patient: "So that' s where I wasn't being truthful…. I took a lesser dose, took matters into my hands. But didn't tell him…. Doctors represent your parents. You don't want to destroy the trust."
Physician: "We have a pretty comfortable relationship. I trust he would tell me if he wasn't taking his medication" [Visit 11].
DISCUSSION
Communication in the patient-physician encounter has been viewed from 2 different perspectives. From one perspective, communication is a set of skills and behaviors that can be objectively observed. From the other perspective, it refl ects the subjective experience of the patient-physician relationship. Our study used 2 methodologic lenses to examine the relationship between these perspectives. We combined the outsider' s objective (etic) perspective through direct observation with the insider' s subjective (emic) perspective through stimulated recall to enrich our understanding of patientphysician communication. 37 These lenses created images of communication that are not always aligned, an observation that illuminates prior confl icting results in SDM research. In many (41%) of the decision moments, agreement existed between the subjective perception of the participants and the objective ratings of SDM behaviors. This alignment occurred when participants experienced partnership and SDM was present (full engagement) and also when they experienced a lack of partnership and SDM was absent (nonengagement). But for the majority (59%) of decision moments, communication behaviors and subjective experience were not aligned. Simulated engagement was common (38% of decision moments). In this archetype, patients and physicians exchanged information and beliefs and appeared to make joint decisions; however, their relationship was characterized by mistrust, withholding of crucial information, or mutual frustration. Assumed engagement was also common (21% of decision moments), with patients and physicians experiencing collaboration in their decision making despite a limited amount of explicit communication. Patterns of engagement often varied across decisions within a visit.
What do these fi ndings tell us about communication in primary care? Communication is more complex than a set of communication behaviors. In simulated engagement, communication can "look good," but when it does not also "feel good," important information is often being withheld, and apparent agreement about a care plan may belie different intentions. Although our study found that SDM behavior is common, representing more than one half of decision making, it is nearly as likely to be associated with a negative subjective experience as a positive one. This fi nding has important implications for medical education and clinical care. A purely behavioral model for teaching communication skills appears inadequate. Without attention to affective aspects of the relationship, physicians and patients may fi nd themselves going through the motions of SDM behavior without achieving satisfactory clinical outcomes. On the other hand, purely relational models of communication may also fail to capture important elements of decision making. In assumed engagement, just because it "feels good" does not mean participants exchange important information about options or beliefs. When working with patients who clinically are doing poorly, physicians already engaging in SDM may consider addressing relational issues (eg, asking patients how they feel about the decision-making process, giving patients permission to reveal any concerns or disagreements about the decision; revealing their own views about the process of decision making). Conversely, if the relationship feels collaborative, physicians may consider engaging in more SDM communication behavior (eg, eliciting and offering more information, feelings, and beliefs; reaching explicit closure).
Our fi ndings may shed light on the inconsistent results of previous studies of SDM. In the studies by Mead et al 17 and Cooper et al, 19 direct observation scores for elements of SDM, such as participatory communication, did not predict patients' ratings of their satisfaction with their physician or their subjective ratings of the physicians' collaborative style. Our results support the view that patients factor in the "affective dimension of interpersonal rapport," 19 as well as the physician' s communication behavior, when making these judgments.
It is possible that a multidimensional view including affective and behavioral components of decision making may predict patients' clinical outcomes. One could hypothesize that full engagement would lead to better health outcomes, whereas nonengagement would not. More intriguing, perhaps, is the question of what happens when behavior and subjective experience are discordant, such as in assumed engagement. Is assumed engagement an effi cient and convenient decision-making shortcut in the context of collaborative long-term relationships, or does it represent a missed opportunity for better communication and thus, perhaps, improved care?
In addition to not examining clinical outcomes, our study has several limitations. We cannot discern whether the patient-physician communication behaviors we observed shaped the experience of collaboration, or whether prior attitudes about the relationship determined the communication behaviors. Either explanation is possible, as is the notion that each shapes the other. Study visits may differ from other visits in primary care: the physician participants volunteered for this study and may differ from the overall population of primary care physicians, and videotaping the visits may have infl uenced participants' behavior. Patients, too, were volunteers, with a participation rate of 57%, and they may have differed in important and unknown ways from other patients. The sample consisted of an underserved, ethnically diverse patient population receiving care at an urban public hospital, yet the sample size did not permit us to investigate the effects of ethnic concordance or language fl uency on communication. Indeed, although we believe we reached theoretical saturation in thematic analysis, our sample was small, and our results may not generalize to other types of patients, specialties, or practice settings. Additionally, this was designed as a qualitative study and not intended to produce precise estimates of archetype prevalence or distribution. Finally, we used novel methods to study communication, and all conclusions from our exploratory study should be tested by further research.
This study makes 2 important contributions. First, it illuminates why studies of SDM have led to confl icting results, namely, the rather common discordance between communication behavior and subjective experience. Second, by creating a conceptual synthesis of 2 important components of decision making, summarized in the 4 archetypes of engagement, our study advances the fi eld of patient-physician communication.
In summary, we found that meeting criteria for objective SDM does not ensure that the decision-making process is subjectively collaborative. Relationship dynamics such as trust and power may either infl uence patterns of communication or mediate the perception of collaboration in the decision-making process. Efforts to enhance patient-physician communication, especially among disadvantaged populations, must include both effective communication behavior and affective relationship dynamics. Future research should determine whether, compared with traditional methods for analyzing decision making, the archetypes emerging from this study predict patient outcomes. 
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